Abstract
Introduction
According to the census 2010 data, the brazilian population is made up for 49% of men; of these 46.8% are in adulthood (25-59 years) 1 . Epidemiological data show that two thirds of people who die in Brazil are male, accounting for approximately 60% of deaths in this country 2 .
In the period between 2008 to 2010, the leading cause of death in the adult male population was road injury (average annual rate of 112, 3 deaths per 100 000 men), followed by cancers (average annual rate of 111, 5 deaths 100 000 men) and violence (average annual rate of 112.0 deaths per 100 000 men) 3 . The risk factors associated with chronic diseases monitored by telephone survey Vigitel in the period [2006] [2007] [2008] [2009] [2010] [2011] showed an increased prevalence of overweight, obesity, and diabetes among men 4 . The Unified Health System (SUS), throughout its history, develops policies that subsidize health interventions for specific groups. In this perspective, in 2008, The National Comprehensive Attention to Men's Health Policy was formulated (PNAISH) in order to guide the actions of health, encourage self-care and especially in recognition of health as a basic social right and citizenship of all Brazilian men 5 . The illness and self-care are considered as little valued actions by men, this keep them away from the access to health services 6 . PNAISH and the National Primary Care Policy (PNAB) aim to strengthen the actions and services in networks of care and thus developing the main objective of this policy is "to promoting health actions that contribute significantly to understanding man´s singular reality in his several socio-cultural and political-economic contexts and respecting the different levels of development and organization of local health systems and management types, enabling the increase in life expectancy and reducing the rates of morbidity and mortality from preventable and avoidable causes in this population" 5 . In Niterói, the current model of primary care is the Family Doctor Program (FDP), which was initially implemented in areas of low income, with a view to the clientele to the ascription of primary care service. Community organizing is co-manager, along with the government, which is responsible for contracting professionals FDP: engineers, supervisors, basic staff (physicians and nursing assistants). The health service program is organized into modules that are divided into micro areas (sectors), which comprise approximately 1.200 people. The geographical coverage area of each sector must allow access of all households and people to this module 7 . Therefore, this study aimed to describe the socio-demographic profile, morbidity and frequency of search for a health service of adult men in a sector of the FDP of Niteroi -RJ, and analyze the differences between individuals who sought and those who did not seek care.
method
It is a cross-sectional study using secondary data, held in a sector Module Matapaca of the Family Doctor Program (FDP) in Niterói-RJ. The study population consisted of men aged 25-59 years old, according to the PNAISH recommended age range, registered in the sector. Data from the registry of the same individual from the first service in November 2003, when it started the registration of this sector, until August 2009, date of beginning of fieldwork, were collected. This search occurred from August to December 2009.
The following variables were collected : race / (white and brown / black) color skin, marital status (with or without a partner), age, social insurance (yes and not), schooling (0-8, 9-11 and 12 or more) and distance from home to the health services (Up to 2km and over 2km -With the exception of a small area that was later ascribed to the studied sector, the entire area is located around the module); reference to some morbidity at registration (yes and no); the frequency of visits to health service and reason for seeking treatment. In the category of those who receive Social Security are the retirees and those who receive unemployment benefits. For the variables that might have temporal variation was collected last recorded information. Data were collected from the medical records through a standardized instrument by a single researcher.
We analyzed the data consistency using Microsoft Excel 2003 and Epinfo 3.5.3 Program was used for statistical analysis. Frequencies and prevalence ratios and their respective confidence intervals (95% CI) were calculated.
The research was approved by the Research Ethics Committee of the Universidade Federal Fluminense. The service managers were informed about the objectives of the study and agreed with it. There were no conflicts of interest to this work.
results
There were included 323 men enrolled in the Family Doctor Program (FDP) in a sector Module Matapaca in Niterói-RJ, representing approximately 27% of registrations in this sector. One hundred and forty-three men (44%) were registered; and in the period of the five years of the study they have never been in the health service; however, it is noteworthy that 24 of them reported complaints at registration.
One hundred and eighty men (56%) sought care in the health service at some time during the five years, and the main reason to the first attendance at the clinic was routine visit (72%) with an average of 10 visits from November 2003 to August 2009, whereas the highest proportion (42%) to the subsequent attendances was also routine visits, however, the average number of visits due to follow-up was statistically higher (mean = 17 visits ) ( Table 1) .
According to the observed data, 43 men (28%) were overweight (BMI ≥ 25kg / m 2) and 26 (17%) were obese (BMI ≥ 30 kg / m 2). The frequency of abnormal blood pressure (mmHg ≥ 140x90) was 26% (n = 44). Among those seeking care (n = 180), 36% reported some health complaint, however, 119 enrolled men (83%) who never sought health services of the Module Matapaca FDP reported no disease at registration. The men's profile who sought and those not seeking care at the health service showed statistically significant differences (p < 0,05) to: age, education, social security and reference to morbidity at registration. The average age of men who sought care at a health services (41 years) was higher than those who had not sought (Table 2) .
Those who have 0-8 years of schooling (PR: 5.02, 95% CI: 2.0 to 12.61) and 9-11 (PR: 3.98, 95% CI: 1.57 -10.11) showed higher frequency in the demand for care than those with more than 12 years of study. Social Security benefits was associated with seeking treatment (PR: 1.37, 95% CI: 1.12 to 1.68). It is noteworthy that 36% (n = 65) of individuals who sought treatment reported some morbidity, with an PR of 1.49 (95% CI: 1.24 to 1.78) than those who have not sought health service. The following characteristics were not statistically associated with the search for service: race / color skin, marital status and distance of residence (Table 2 ).
Discussion
Results are consisted with expectations, men reported having some health problems at registration were those who sought more health services, as well as older men, who are at a stage in life where health tends to weaken, and those who reported having retirement.
The adult men's profile registered in a sector of the Family Doctor Program of Niteroi-RJ has shown that about 40% of them did not seek health care. This not seeking treatment in primary care may reflect the social role built for the man in that masculinity is linked to values or attributes such as strength, aggression and competitiveness that have been socially constructed, helping to determine, for example, the profile morbidity and mortality of these subjects 8 .
One hypotheses of non-use of the service is that health service made no active search for registered users and that both men registered as men residents of the local who are not registered, making use of other health services.
In addition, fewer men seek health services of primary care than women, and they tend to choose for hospital services, private practices and emergency care or emergency services In a study of gender it was found that the social construction of masculinity is directly related to the ways of perceiving and living the sick and care for the body. That, in turn, access and attendance to health services are directly related to the fact that men do not recognize themselves as patients 8 . Furthermore, the discipline of self-care has been incorporated into the women routine, and men are less worried with self-care 9 . Another study, which analyzed conceptions of health professionals about the demands and behaviors of the male population attended in the health services, pointed out that the presence of men is still fairly limited and the hurry, objectivity, fear and resistance, beyond difficulty of the relationship between healthcare professional and men are point-like factors that keep away men of health services 10 . The demand for health services still is connected to a health problem, acute or chronic. Thirty-six percent of individuals who sought treatment reported some morbidity. Additionally, the findings of overweight, obesity and abnormal blood pressure in primary care, are presented as a warning, since they are directly associated with cardiovascular disease, hypertensive diseases and diabetes mellitus, these are among the most important causes of mortality in men 2, 5 . Data of Vigitel 2011, representative telephone survey of individuals over 18 years old from Brazilian capitals and the Federal District, described for the male population a prevalence of 52.6% overweight, 15.6% obese and 19.5% of hypertension. Overweight and hypertension tended to increase with age. In the present study, the frequency of obesity and hypertension showed higher proportions compared to data Vigitel . Both this study and the Vigitel corroborate with data from our study, about the need to intensify health promotion strategies in the male population. We observed the existence of a significant number of men who have health problems mentioned in the registers and not seeking primary health services. Thus, identify the psychosocial factors related to greater vulnerability may contribute to building a culture of prevention 12 . In our study, older men with less education and those who reported having social insurance were associated with the search for health care. The hypotheses that may explain these relationships are that men in working age and allocated in the labor market have difficulties in seeking care in primary care, both low schooling and to receive of social insurance are indicative of lower socioeconomic status of the subjects studied. People who have 12 years or more of schooling and income than five minimum wages were associated with having health insurance, clarifying the association found in this study 13 . The timing of work activities are not compatible to the opening hours of the health services, since the time operation of health services overlaps the work 14 . There is a need to review the service offerings to men in working age, especially about their accessibility to the health services.
The provider role played by man creates difficulties to introduce self-care spaces. Beyond the issues of hours service provision, there is a need for changes in the strategies of health services, particularly in educational strategies for greater adherence of men to health facilities, and training / continuing qualification of teams of health professionals to meet the same 15, 16 . As well as understanding the logic of attendance of men in the structural sphere that these services are offered as a whole 17 . PAISH must consider the heterogeneity of the possibilities of being a man. Actions must safeguard the various needs and demands of the Brazilian male population without discrimination 5, 18 ; investing in an access movement that understands and meets the man in his uniqueness and specificities 19 . In a study that sought to examine PAISH, from the perspective of the actors involved in its implementation, it was observed that the same has been thought as a guide to care to address men in reducing attention of urological problems however this policy is still vague and without details of how to proceed to meet these men. These different contexts must be considered in the implementation of policy for the effective and continuous engagement of the health professionals 20 .
There is the need to sensitize this population segment to use primary care as an entry in the Health System 21 . One strategy would be to establish partnerships with employers sectors such men to the workplace may be promotion and prevention environments, to address issues related to health care.
Study's limitations are: it has not been possible to describe the period of time between the registration of subjects and the first search for care, because there is not the deadline of the date of registration before. These data could contribute to the understanding of the frequency between the register and the search of health care. In addition, we considered only the attendances of medical consultations and inter records queries of the supervisors, since the attendances made by other professionals, such as nursing staff, were not recorded in medical records, underestimating numbers data on demand for care.
It highlights the importance of further studies with men who do not attend primary health care, in order to meeting their epidemiological profile, demands and health needs to build support to actions and health policies public that address this population segment and their specificities.
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